Study Objectives {#sec1}
================

Acute human immunodeficiency virus infection (AHI) represents a period of increased transmissibility of HIV. Identification of patients with AHI in the emergency department (ED) presents an opportunity to intervene in viral transmission through diagnosis and earlier treatment. Patients with AHI may display symptoms such as fevers, chills, fatigue, lymphadenopathy, myalgias, rash and/or diarrhea.

With current CDC screening guidelines, patients undergo an HIV Ab/p24 antigen test, then confirmatory HIV-1/2 Ab assay, and lastly a HIV viral load. Since only the HIV/p24 and the HIV-1/2 Ab assay are likely to result during an ED encounter, a high level of clinical suspicion is needed to differentiate AHI from false positives, who differ serologically by only the viral load. Such differentiation in the ED can lead to decreased time to treatment for AHI patients and unnecessary follow-up for false positives patients.

Methods {#sec2}
=======

A retrospective chart review was performed on patients who presented to one ED between January 2017 and April 2019 who underwent HIV screening. Subjects were included with the following characteristics: positive screening HIV Ab/p24 and negative confirmatory HIV-1/2 Ab assay. Qualitative analysis of the patients charts was done to differentiate AHI patients from false positive patients.

Results {#sec3}
=======

During the screening period, 56 patients met inclusion criteria; 40 patients had an undetectable viral load and 16 patients had a detectable viral load. Patients with detectable viral load included 11 males and 5 females with mean age of 33.8. One or more risk factors for HIV transmission were reported in 12 unique patients: MSM (3), IV drug use (2), homeless (1), history of hepatitis C (1), multiple sexual partners (4), unprotected sexual encounters (3), known HIV+ sexual partner (1), and previous STI (2). The most common presenting symptom was subjective fevers (12), generalized abdominal pain (8), URI symptoms (8), and headache (6).

Seven patients had contact with outside health care in the week prior to presenting to the ED without HIV testing performed at that time. Of the twelve patients who reported subjective fevers, four patients were febrile. Six patients had lymphopenia, one patient had lymphocytosis, eight patients had thrombocytopenia, and four patients had CD4 \< 500 cells/mm^3^. Other infectious diseases diagnosed during hospital stay included HHV-6 meningitis (1), coronavirus (1), syphilis (1), and giardia (1). Three patients were formally diagnosed with AHI by the emergency physician.

Seven patients were discharged home, three left against medical advice, and six were admitted. Of the patients not admitted, three returned within one week of initial ED visit with worsening symptoms.

Conclusion {#sec4}
==========

Patients identified with AHI had 1+ known risk factor for HIV acquisition, normal/decreased white blood cell counts, subjective fevers but afebrile on presentation, or thrombocytopenia. Overall, these findings are encouraging that patients with AHI can be identified by history and laboratory testing during an ED encounter even when the confirmatory HIV Ab test is negative, prompting providers to order an HIV viral load and decreasing the time from positive test to initiation of antiretrovial medication.
